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Rivision of Health Care Facilities
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA (X2) MULTIFLE CONSTRUGCTION %3] DATE SURvEY
AND PLAN OF CORREGTION IDENTIRICATION NUMBER: A BUILDING: COMPLETED
TN3201 B. WING 1110872014
NAME OF PROVIDER QR SUPFLIER STREET ADDRESS, CITY. STATE, 2P COBE ¢
1026 MCFARLAND STREET
HERITAGE CENTER, THE MORRISTOWN, TN 37814
(X4) 10 SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION (%8}
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD Be COMPLETE
TAG REGULATCGRY OR LSC IDENTIFYING INFORMATION) TAG CROSSAREFEREN;:ED TO THE AFPROFRIATE DATE
D EFICIENCY)
N 0G0/ Initial Comments N oo
Alicensure survey and com plaint investigation
#33819 and #34265, were completed at The
| Heritage Center on November 3, 2014, through
« November 5, 2014. No deficiencies were cited
under Chapter1200-8-6, Standards for Nursing
Homes.
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